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PREFACE 


The need for training of peripheral health personnel in mental health, i.e. those 
providing primary health care, has been gaining ground among professionals and 
planners around the world. In the developing countries the limited trained personnel and 
specialised facilities compel us to utilise to the extent possible the existing health 
personnel and health infrastructure to provide basic mental health care. It is in this 
context that the WHO collaborative study “STRATEGIES FOR EXTENDING MENTAL 
HEALTH CARE” is being carried out in 7 geographically defined areas in Colombia, India, 
Senegal, Sudan, Egypt, the Phillippines and Brazil and is designed to develop and 
evaluate alternative and low cost methods of mental health care (including training 
methods) in developing countries. 


The present Manual was developed as a part of this project at the Raipur Rani study 
area. The emphasis and nature of tasks outlined are chiefly relating to the health 
infrastructure of the Indian situation. Our field and research teams have been most 
active in developing the educational contents of the manual. Nevertheless, we have also 
benefited richly from the experience of other collaborative investigators of the project 
during the project meetings and through correspondence. 


Our thanks are due to all the colleagues and experts associated with the project in 
the last five years. A special word of gratitude is due to Dr. Tim Harding, Division of 
Mental Health, WHO Geneva, Switzerland (the Principal Investigator of the Project), Ms 
Manikyamba and Ms Arpan Dhir who have actively worked on this manual. We hope to 
have the reactions from colleagues and modify the manual suitably in the next edition. 


Since the preparation of the initial edition, (Jan. 1980) we have received comments 
and suggestions from a number of colleagues. These suggestions have been 
incorporated in this edition. Our special thanks are due to Prof. G.M. Carstairs and 
Dr. Rashmi Narula for the help in revision. 


N.N.WIG 
(CHIEF INVESTIGATOR) 


R. SRINIVASA MURTHY 
JULY, 1981 (Co-INVESTIGATOR) 


SECOND PRINTING 


No major changes have been made in the second printing of this manual, except for 
some minor corrections. Suggestions for further improvements are solicited. We 
gratefully acknowledge the financial assistance received from |.C.M.R. for the printing of 
this manual. Requests for copies of the manual may be sent to: 


Dr. N.N. WIG Dr. V.K. Varma, Dr. R. Srinivasa Murthy, 

Prof. & Head, Prof. & Head, Associate Professor, 

Department of Psychiatry, Department of Psychiatry, Department of Psychiatry, 

A.1.1.M.S., New Delhi. P.G.I.M.E.R., Chandigarh. N.I.M.H.A.N.S., Bangalore. 
N.N. WIG 


MARCH, 1983 R. SRINIVASA MURTHY 


INTRODUCTION 


Traditionally mental disorders have been considered as a problem of the affluent 
countries. The organisation of services is thought to be too complex and expensive for 
developing countries. The reasons behind this relative neglect of mental health needs 
are not difficult to understand. Firstly, until about 15 years, there was little known 
information about the magnitude and distribution of mental disorders in the Indian 
population. Secondly, in the past, major effort in planning the services was directed 
towards establishing mental hospitals and clinics. These mental hospitals were more 
often custodial than therapeutic. Thirdly, there is a severe shortage of trained 
professionals and those few available have been working in urban centres. Forthly, the 
general public often view mental disorders from religious, superstitious and magical 
Stand points. This has limited the utilisation of even the available services. Lastly, the 
Supply of psychotropic drugs has been limited even in the existing health services. 


It is common to hear health planners, administrators and medical personnel making 
comments like “are mental disorders prevalent in India?” “Can anything be done?” and 
“Is not mental health care complex?” 


Briefly, to consider the above objections, (i) studies from different parts of India 
during the last 10 years have shown that different forms of mental disorders, are 
prevalent in all cultures and communities. The prevalence of severe mental disorders is 
about one in one hundred and they require urgent care. Further it is known that about 
one fifth of all disability in a community is due to mental disorders. 


The advances in drug treatment of severe mental disorders have brought about a 
major revolution. Now it is possible to treat most of the severely ill persons in the 
community, close to their families and thus return them to their normal life. Thus the 
practice of abandoning them in mental hospitals or taking them from one healer to 
another healer can be replaced by proper treatment by drugs and other simple methods. 


The perceived complexity of taking care of the mentally ill has been a major barrier 
for the organisation of community services. It is in this area that the present MANUAL 
makes an attempt to present mental disorders within the reach of the peripheral health 
personnel. The attempt has been to simplify and use down to earth approach so that 
information is presented in a form Suitable, acceptable, and relevant to the primary 
medical care staff. 


How to use it? 


All clinical experience is learnt by practice and dealing with actual patients. This is 
especially so in the case of mental illnesses. Thus what appears complex can become 
simple as one acquires the new skills. In the manual only chosen mental disorders are 


included which occur frequently enough and which have known and proven treatment 
methods. 


Each clinical problem begins with a management outline which presents a 


ae ae 


diagrammatic view of the problem. This i 
can be recognised, and what ste 
treatment. In addition, information 


Ss followed by a text describing the illness, how it 
PS are to be taken to confirm the diagnosis and 
about educating the public is also included. 


It is worth remembering that the attempt in this manual is not to ‘convert’ youtoa 
mental health worker but to help you implement those important elements of mental 
health care, that can be practised by you to help the community you serve, better. The 
section on health education includes material for public education of mental disorders 


which can be used for distribution among patients, village leaders and other interested 
persons. 


In your work you will definitely meet with problems not fully dealt with or mentioned 
in the manual. Make a note of it, remember to discuss with the doctors. These things can 
be later added to enhance the value of the MANUAL. Remember to write your comments 
and suggestions and send it to us. 


TRAINING IN MENTAL HEALTH FOR HEALTH WORKERS: 


MANAGEMENT OUTLINE FOR ACUTE PSYCHOSIS: 
Ee 
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behaviour 
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FOLLOW UP 


Not better in 
2 weeks 


Past history of 


Epilepsy/drug abuse | 


REFER TO 
HOSPITAL 


PSYCHOSIS 


(Unmad) 


Each of us is very individual in our own way. We have different interests and 
methods of dealing with different situations in life. Similarly our behaviour is also not 
uniform. However, most of us in a community have fairly similar ways of thinking 
(mentally reacting), feeling and behaving. In all communities there are generally agreed 
norms as to what shouid be considered normal and what should be considered 
abnormal. A major shift from commonly accepted behaviour is considered 
‘ABNORMAL’. For example, nobody will consider it abnormal wearing of different 
coloured dresses at a village meeting or a fair, but anyone coming naked without any 
clothes will be immediately considered as being abnormal, by almost all persons. 


In medical sense, any persistent and severe disturbance of thinking, feeling and 
behaviour is considered abnormal. In the past such conditions were called ‘insanity’. 
Modern science classifies them as PSYCHOSIS. In popular language sufferers from such 
illnesses are often wrongly referred as ‘mad’ or ‘Pagal’. The term for such illness in 
Ayurveda system is “Unmad”. 


Till recent times, persons with UNMAD were feared and managed at times harshly 
by tying up, chaining or locking them in aroom. Some persons also considered them holy 
and cared for them with respect. Since 30 years correct medical care is easily available 
which can make these ill persons normal so that they. lead their normal life. The following 
section deals with persons having ‘““UNMAD‘’’—their recognition and care. 


What do people think about ‘UNMAD’ (Psychosis) 


It is acommon belief, particularly in the villages and among less educated persons 
that Unmad is not an illness. It is thought to be due to religious and supernatural forces. 
This is attributed to phenomenon like ‘ill will of Gods’ and ‘visitation of evil spirits and 
souls of dead persons’. As a result of these beliefs, persons with Unmad are usually 
taken to religious healers, magicians, temples etc. instead of to medical facilities. It is 
also thought that there are no medical methods of treating Unmad. 


It is very important to recognise and remember that thanks to the present state of 
knowledge, Unmad have become similar to other physical problems in that persons can 
recover from them as much as from other physical problems. As in the case of all 
disorders the outcome with treatment varies with the severity and type of the problem. 


Importance of correct treatment: 


The importance of treating and caring for those with Unmad arises from the 
problems that such persons can cause to themselves and others. Excited persons can 
destroy property and hurt family and friends. As a reaction to their altered thinking and 
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feeling they can destroy themselves as well as stop taking care of their responsibilities at 


home and work. The additional factor of social embarrassment and loss a eset ie i 
also important. When not treated early, some of them become chronically lian ee 
be taken care of for whole of their life. It has also been noted that many mepniegee Ne 
due to an acute attack of Unmad. For these reasons It !S important to hECOG 


UNMAD EARLY AND GIVE CORRECT TREATMENT. 


Characteristics of Unmad (Psychosis) 


A person with Unmad shows disturbances of thinking, feeling and general 
behaviour. There is no single symptom that is always present. However, the total picture 
presented and the alteration from the previous behaviour provide a clear idea of the 
underlying problem. 

An early guideline to the recognition of Unmad is the presence of alteration in 
thinking, feeling and general behaviour in the form of too much, too little or an 
abnormal manifestation. 


Commonly noted changes in general behaviour are as follows: Excitement is 
manifested as overactivity (running from place to place, doing things very fast, not able to 
rest or sit for more than few seconds), destructiveness, abusiveness and quarrel 
someness. The person often dresses in a bizarre manner and does not show respect for 
elders or lacks the social inhibitions (in talk, relation with members of other sex, eating). 
Other abnormal behaviours like talking very fast and continuously, talking to himself, 
laughing or weeping without reason, staring at empty spaces, making odd gestures or 
carrying out repetitive purposeless activity may be present. An associated feature is the 
poor sleep (he seems to not tire himself and keeps awake the whole night) and lack of 
concern for his personal dress and apearance. 


The thinking disturbances are expressed as abnormal fears not shared by others in 
the family or society. This may be a belief that others are harming him or that he has 
special importance or powers. The person may be suspicious about taking food or about 
others’ coming to visit the family. 


The disturbances of emotion are seen as either excessive happiness or sadness or 
abnormal mood. The happiness or sadness are not understandable from the life situation 
of the individual. A person with excessive happiness laughs easily, tells jokes, sings 
songs and appears very jocular. Such persons spend money excessively and talk of doing 
big things. Persons with excessive sadness are slow in talk and express feelings of 
hopelessness and worthlessness. They often express a desire to die (see Depression 
section for further management of this problem). Abnormal mood in terms of laughing 
without reason or not showing the normal emotional reactions to different life situations 
are also seen in Unmad. 


Recognition: 


The most important guideline (indicator) for recognition is a rapid (recent) change in 
someone s personality. The family members and neighbours report that he has become 


‘a different person’. They no longer understand or share th ae 
e beh 
the ill person. ehaviour and thinking of 


__ The more severe cases of acute psychosis are easy to recognise as they will be very 
different from others, that is, those with excitement, slowness, suspiciousness sadness 
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or abnormal behaviour. However, less severe cases Can be missed if not carefully looked 
for as part of your routine work in the clinic, as well as during the regular home visits. 


During your work in the community or at the subcentre consider the possibility of 
Unmad (psychosis) under the following situations: 


‘i : , , 
When someone is mentioned to have excitement, violent behaviour or socially 


unacceptable behaviour. 

When someone is talking excessively or does not talk to anyone at all. 
When someone expresses repeatedly bizarre somatic symptoms. 
When someone has stopped working without any clear reason. 

When someone talks of taking one’s own life. 


When someone complains repeatedly that others are harming him or planning to kill 
him. 


When someone has sleep disturbance for more than a week. 
When a person has stopped taking interest in his dress and personal appearance. 


CONFIRMATION OF UNMAD (PSYCHOSIS) 


On considering the possibility of a person with any of the above changes in 
behaviour as having Unmad (Psychosis), the diagnosis can be made by examining closely 
four areas (refer to management outline): 


1. Change of recent onset—Acute attacks of Unmad (psychosis) occurs in persons 
who have been leadling normal life. There are some persons with one or other 
socially not acceptable behaviours which is part of their life style, such persons are 
not necessarily suffering from Unmad (psychosis). It is for this reason a change of 
recent onset, usually without any understandable change in the environment is 
imporant to consider. Family members’ usual reaction is “he/she usedtobe sucha 
nice person but now we cannot understand him/her”. 


2. Abnormal behaviour: Persons with Unmad (Psychosis) often report experiences 
not shared by others in the same environment. This can be in the form of hearing 
voices which tell him good or bad things or seeing visions in empty spaces. The 
person also reports that others are trying to harm or poison him. Another easily 
recognised change in behaviour is the slowness or overactivity as well as talking to 
self. At times other behaviours like staring at empty spaces and sitting in 
uncomfortable position is also noted. 


3. Change in personal habits: Persons with Unmad (Psychosis) do not take interest in 
their day-to-day personal habits. The person will be disinterested in taking bath or 
changing clothes or looking neat. The person may at times eat in a very sloppy 
manner or urinate and deficate in public. The family says that the ill person does not 
bother about the expected ways of dressing, eating and sleeping. 


4. Disturbed social behaviour: One of the manifestation of the Unmad (Psychosis) is 
the change in behaviour towards family members and society This is seen as loss of 
interest in daily routine, decresed love and affection for family and at times 


the opposite sex. Other socially unacceptable 
moking (in persons not used to these) can he 
Pa | bs 

seen. Excessive religious interest or lack of respect for God etc. Is Bee vie 
not necessary that all the above points will be present in any one p< A hee 
presence of at least TWO of the above FOUR should lead to the diagnosis. Te 
possible that in some cases only one disturbance is so severe as to contirm 
diagnosis by itself. 


abnormal interest in members of 
behaviour like drinking alcohol or s 


What to do after the diagnosis? 7 
Having identified a person with Unmad (Psychosis) the next step !s to evaluate 
whether he can be managed by you or he needs to be taken to the hospital immediately. 
Referral to hospital is advised in the following situations: 


(i) Suicidal risk: Here the person, because of his disturbed thinking and feeling, has 
shown a tendency to end his life by talking about it or attempting it. This patient should be 
REFERRED TO THE HOSPITAL. 


(ii) Danger to others: This is mostly seen in those with acute disturbance in the 
form of excitement or in those with severe degree of suspiciousness. Also when a person 
is carrying weapons to protect himself or there is a danger of his losing control and 
harming others, REFER TO HOSPITAL after giving initial treatment as outlined under 
treatment. 


(iii) Check for any memory disturbance: This can be done by asking questions 
relating to his family details, what he has been doing in the last one week. If you find that 
he is unable to correctly answer these simple questions, REFER TO HOSPITAL. This is 
especially relevant for old persons. Other associations like fever and wetting of clothes 
with urine also should lead to referral. 


Similarly, if the family members complain that he forgets his way, he cannot 
remember the names of persons REFER TO HOSPITAL. 


(iv) Acute disturbance occurring after an epileptic fit or alcohol or other drug abuse, 
REFER TO HOSPITAL. 


MANAGEMENT: 


The above checklist and method of examining the patient will bring you to the stage 
of care of the patient. The care of the patient involves two steps—(i) general measures 
and (ii) specific use of drugs. 


GENERAL MEASURES: 


: In most families and communities, the response toa person with Unmad (Psychosis) 
is fear and apprehension. This leads often to overreaction. The commonest way of 
restraining the person is by physical restraint in the form of tying him to the bed by rope 


or chains. This step aggravates the patient’s abnormal behaviour anda vicious Circle of 
excitement-control-excitemeni follows. 


In view of this the steps that need to be taken by you, as the main source of help is to: 


(i) talk to the patient sympathetically to understand the reasons for his behaviour (ii) 


listen to the family members and allay their misgivings. (iii) remove restraints if the 
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excitement is not severe and the danger of immediate harm to others or patient is not 
there. In all cases restraining should be avoided unless the person is very violent. (iv) 
Taking adequate care of the nutrition of the ill persons. Excitement can easily exhaust a 
person. (v) Keeping harmful weapons, drugs out of reach of the ill person. (vi) Meeting the 
patient and the family frequently for reassessment. 


SPECIFIC MEASURES: 


Drug treatment can effectively control the disturbances of Unmad (Psychosis). The 
drug to be used is CHLORPROMAZINE. Chlorpromazine (CPZ) is available as white 
tablets of 25 mg., 50 mg. and 100 mg. It is best to use one strength of the tablet to avoid 
confusion. The strength of 100 mg. is most economical for use. 


The initial dose of CPZ should be dependent on the degree of disturbance. For 
example, for persons with acute excitement requiring restraint a dosage of 300 mg. per 
day (in three divided doeses) is most appropriate. For those with disturbance of lesser 
intensity, dosage of 150 mg. to 300 mg. is used (in three divided doses). 


Initially the response to the drug is often dramatic in that the symptoms subside with 
drug use. However, after a few days there may be need to increase the drug to 400 mg. 
per day. If 400 mg. per day does not control the disturbance within a week, please take 
him to the doctors for further help. Similarly, if there is no improvement after 4 weeks of 
treatment take the person to a doctor. 


Most patients respond to 300 mg. daily dosage. The improvement is seen in 
decrease of abnormal symptoms and gradual return to normal routine activities. As the 
treatment progresses the ill person sleeps better, talks more relevantly and takes 
interest in his family and fiernds. He also talks less of the odd ideas and does not show 
ununderstandable behaviour. 

From the time of showing improvement the drug needs to be continued for another 4 
weeks at the same dosage. Following this gradually reduce the dosage by 50 mg. every 
week to stop the drug after a total treatment of 3 months. 

While decreasing the drug if there is reappearance of symptoms, the dosage should 
be maintained and the help of medical officer taken for further management. In all cases 
consult the doctors before stopping the drugs. 


Side Effects: 


Persons taking the above drug, CPZ can get side effects in the form of tremors of 
hands, excessive salivation and rigidity of the limbs. Such situations are not dangerous. 
Reduce or stop the drug and take him to the doctor for further help. 


GUIDELINES FOR MANAGEMENT OF ACUTE PSYCHOSIS: 

* Recognise abnormalities of behaviour as illness rather than due to supernatural 
forces. 

* Remember that specific treatment is available. 

* Spend time with family to correct their misgivings and fears. 

* Develop a relationship with the patient by being sympathetic and understanding. 
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* Avoid restraining the patient (unless he is violent or very excited). 


* Give adequte dosage of drugs. 

* Give the drugs for at least 2 weeks before stopping It. 

* Total duration of treatment is about 3 months. 

* Look out for side effects and manage them. 

* Remember to seek help from doctors in difficult or complicated cases. 


MANAGEMENT OF LONG STANDING CASES OF PSYCHOSIS: 


You will meet in the community some persons who have had an acute episode of 
psychosis few years back but are currently having other symptoms. These persons 
usually do not have the acute symptoms that disturb others, but have other problems like 
extreme slowness in activities, disinterest in work, lack of emotional feelings for family 
and friends and inability to take responsibilities. They seem to live in a world of their own. 
Often such patients have broken homes in the form of divorce, separation etc. They also 
find it difficult to hold on to regular jobs. 


These persons can also be helped by CPZ. The usual dosage is 150 mg. per day in 
divided doses. The length of treatment is longer than 3 months. Some persons need to 
take them all their life to remain well. Alongwith drugs these persons should be helped to 
become accepted by the family and society. Finding them simple jobs to rehabilitate them 
goes a long way in the treatment. 


metlico friend circle 


[organization & bulletin office] 
326, V Main, Ist Bloek 


Koramangala, Bangalore-560 034 


DEPRESSION 


Mood changes from day to day and in different situations are part of normal life. 
Depression is considered to be a problem when this occurs beyond the normal degree 
and has associated disturbances in body functions, thinking and daily activities. 


Depression is characterized by sadness of mood, slowness in thinking and 
slowness of activity. These can arise from understandable stressful events in life or 
without any clearly identifiable changes in the living situation. The chief characteristic 
of depression is mood disturbance. This is the central symptom. The other important 
point is that it has occurred during the preceeding few months and has resulted in a 


significant change in the patient's life style and behaviour. This break or change from 
routine life is important to remember. 


Identifying features of depression 


The prominent symptom is sadness. The individual with this problem feels 
extremely inadequate, lacks confidence in himself and may feel that he is a worthless 
person. He loses his normal interest in various daily activities and interests. Everything 
appears without value. This feeling of helplessness and hopelessness is often 
associated with crying. The loss of interest in life-is seen in social withdrawal and in 
severe cases with a desire to end one’s own life. In addition he has other physical 
complaints like general weakness, lack of appetite and constipation. Irritability and 
difficulty in sleep are also important symptoms. 


(More details of how to suspect and recognise depression are given below). 


Individual and community consequences 


Depressive illness mostly affect adults in the prime of life (30-45 years). The severe 
slowness of thinking and activity leads to loss of productivity besides the personal 
suffering to the individual. In addition, the increased burden on the family in supporting 
the patient as well as in sharing his responsibilities is considerable. The other serious 
consequence is the possibility of suicide which isa tragedy leaving behind a number of 
problems for the family and the welfare agencies, besides the wasted life. 


Identification 


The most important thing to remember is that most patients with depression do not 
come with the complaint of depression (sadness) to health personnel. This is = igegel 
so in rural areas where people do not talk about their emotional problems to health “tat 
but present with physical complaints. In view of this, the key to early detection ‘te “ 
index of awareness. Following are some of the guidelines for identifying poten 


patients. 


TRAINING IN MENTAL HEALTH FOR HEALTH WORKERS: 


MANAGEMENT OUTLINE FOR DEPRESSION: 
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HOSPITAL 


(1) In the Clinic: 18 


As pointed out earlier, very often patients of depression present with physical 
complaints. Depression should be suspected when a person complains of chronic 
physical weakness (‘less blood’), poor appetite or multiple body complaints and on 


examination and investigation (e.g. for anemia, helminthiasis) you do not find any basis 
for the complaints (see Management outline). 


In such patients consider the possibility of depression and you can confirm the 
presence of depression by asking some additional questions like: 
— how is your sleep these days? 
— how are you feeling? 
— how is your work? 
— do you cry very easily? 


Usually, these questions lead the patient to talk about his feelings and the other features 
of depression emerge by themselves. At times, on asking these questions, the patient 
may start crying which points to the severe degree of lowering of mood. 


(2) During Home Visits: 


When working in the community during your routine home visits, you will meet with 
depression in a different manner. Here the disturbance is mostly in behaviour. On 
asking the routine question ‘how is everybody in the house’, someone may Say “‘that 
I is not feeling well, is all the time laying in bed’, does not do any 
work, does not like meeting others, worries excessively and talks of suicide (ending his 
life). Here again, you may be dealing with a patient of depression. 


(3) In the Community: 


in addition, to the above two settings you may hear of someone in your area who has 
tried to end his/her life by jumping into a well or burning. You must visit such a person, 
as it can be a result of depression. At other times you may hear of someone who has 
stopped working or left home and wanders about, or behaves strangely. These are also 
possible cases of depression. 


Confirmation of the diagnosis 


The clinical features of sadness, poor appetite, easy fatiguability can be seen alsoin 
many physical conditions. The central point of difference is the MOOD disturbance 
being the reason for other symptoms. In addition the following cluster of symptoms 
namely: 


* Poor sleep 

* Poor appetite 

* Constipation 

* Sadnass 

* Crying 

* Loss of interests 

* Slow speech and activity 


leads to the diagnosis of depression. On talking to the family they point out that he has 
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i talking to the patient he 1s noted to 
fferent and has lost interest In life. On 
ee ea and action, avoids talk, wants to be left alone and easily ps. cee 
ae crying. With the above cluster of symptoms and signs the diagnosis of depr 


is made. 


(See management outline) 


WHAT TO DO AFTER THE DIAGNOSIS? 


When you have identified a patient with depression, the first thing to be done istotalk to 
the patient and the immediate family members, to clarify that the patient's problems are 
due to a ‘lowering of the mood’ (depression) which is an illness that this can be treated 


and cured. 

Prior to starting any treatment (see outline) Check for: 
(1) Any stressful events in the past 3 months. If there is such an event(s) take details 
and provide support to the patient and family by the following steps: 


How to provide emotional support: 


— Talk to the patient and family to understand the setting of the illness. 

— Explain to family that the patient's complaints and feelings are real. 

— Allow the person to express his feelings, fears, doubts as he understands and sees 
them. 

— Tell the patient the symptoms are temporary and he will recover fully. 

— Correct family behaviour if not healthy: 


If he does not recover in 4 weeks, refer to hospital. 


(2) Check for any memory disturbance: This can be done by asking questions relating to 
his family details, what he has been doing in the last one week. If you find that he is 
unable to answer correctly these simple questions, refer to hospital. This is especially 
relevant for old persons. Similarly, if the family members complain that he forgets his 
way, he cannot remember the names of persons refer to hospital. 


(3) Check for suicidal ideas: On talking to the patient, if the patient talks of ending his 
life or relatives give a history of suicidal attempt, then (1) inform reletives that he should 
be well protected and someone should be with him all the time, (2) keep away from 
patient poison, kerosene and dangerous instruments like firearms, knives etc. Refer to 
hospital. It is preferable to accompany the patient in the circumstance and (3) to provide 
the doctor details of your observations. 


Treatment 


Having considered the above associated problems, the teatmentcanbe planned. At 
this stage, it will be helpful to assess the severity of the depression. This can be done 
under 3 groups; MILD, MODERATE and SEVERE. 


MILD CASES: In these patients, the symptoms do not interfere in the day to day work 
The individual is able to carry on most of the daily routine. 


Talk to the patient and family to understand if there are any stressful factors like 
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illness, loss or death. Allow the person to talk about the events as outlined earlier under 
EMOTIONAL SUPPORT. Give symptomatic treatment for headache (Aspirin), loss of 
appetite and sleep disturbance (Phenobarbitone 60-120 mg. at night for adults). Follow 
up the patient weekly and watch for 2-3 weeks. If he improves he needs no further 


treatment. If he is not improving or new symptoms of depression occur, start treatment 
for depression. 


MODERATE CASES: In these patients, the symptoms of depression have begun 
interfering with the day-to-day life of the person. Thus in addition to the subjective 
feelings of sadness, the affected person finds difficulty in coping with his routine work. 
This person needs treatment for depression. 


The specific treatment for depression is tablets of IMIPRAMINE 
HYDROCHLORIDE. They are available as 25 mg. tablets. The starting dose for those 
between 20-50 years is one tablet three times a day. This should be given after food. In 
elderly persons start with two tablets a day. 


The effect of medicine on the body can produce certain symptoms like constipation, 
dryness of mouth and giddiness. This is the reason for starting the medicine gradually. 


After 4-7 days of starting the medicine, talk to the patient to see how he is feeling 
and whether there are any serious side effects. At this stage, if there are no side effects 
which are disturbing, increase the drug to 4 tablets a day (one morning, one afternoon & 
2 at night). Maintain this for another two weeks. At this stage improvement in the 
symptoms of sadness etc. will be noted. Gradually the patient sleeps better, eats more 
freely and increases activity and interest in his surroundings. If improvement is noted 
continue the treatment for atleast four weeks. 


if there is no improvement after 3 weeks of treatment with 4 tablets, make it 6 
tablets (2 tablets 3 times daily) and observe for 2 weeks. If he is not showing positive 
response REFER TO HOSPITAL. 

Average total duration after the patient has started showing improvement is 4-6 
weeks. 


Reduction of drug is done gradually over 2-4 weeks. 


Other drugs: 


Sleep disturbance can be a major problem. Give phenobarbitone 60-120 mg. at 
sleeping time for this. 


Side effects: 


Dryness of mouth, giddiness and constipation are the commonest associated 
problems with the drug. Usually they disappear as the treatment progresses. If they are 
disturbing the patient STOP ALL DRUGS and take him to HOSPITAL. 


SEVERE CASES: Start treatment with Imipramine 3 tablets a day. Inform the family of 
the risk of suicide and take him to the nearest hospital or psychiatric centre. Do not delay 
getting doctors help for more than ONE WEEK. 
i i d what things worry 
During the follow up, talk to the patient about how he feels and 
him. pak fm physical activity as much as possible. Be always available to the patient 
and family. Reassure the patient that he will recover with treatment. 


1 
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IMPORTANT GUIDELINES FOR TREATMENT OF DEPRESSION: 


— 


_ Adequate dosage of drugs is important. 
Give atleast 3 to 4 weeks of drugs before discontinuing. 
_ Expect improvement not earlier than 21 days. 


Usual duration of treatment is 3 months. 
Remember to talk to the patient. 


_ Deal with family reactions if abnormal. 

. PROVIDE ‘‘HOPE”’ of cure early in therapy. 

. Advise suitably about side effects and dietary changes. 
. Be watchful for suicidal risk. 

. Remember shock treatment can help severe cases. 


medico friend circle 


[organization & bulletin office] 
326, V Main, Ist Bloek 


Koramangala, Bangalore-560 034 


EPILEPSY 


The human body continuously adapts to changes in the outside and inside environment. 
For example, when the outside temperature becomes very cold, we start shivering. The 
purpose of this shivering is to increase the body temperature. Similarly when there is 
‘malaria’ fever, the shivering is more intense at the height of fever which helps to bring 
down the temperature. Epileptic fits are produced by disturbance in the brain when there 
is a sudden discharge of electrical activity. The is similar to the lightening in the sky. 


It is estimated that about 8 to 10 persons in 1000 population have this problem at 
any one time. 


EPILEPSY is a disorder of the nervous system in which a fit occurs whenever there is 
disturbance in the well ordered functioning of the cells within the brain. The most 
characteristic aspects of epilepsy are the repetitiveness and the recovery after an attack. 
The common causes of epilepsy, in developing countries like India, are: (i) birth injury (ii) 
difficult and prolonged labour, (iii) brain infections and (iv) head injury. However, in many 
cases it occurs without any clearly identifiable cause. 


Recognition of Epilepsy: 


The most important aspect of diagnosis is a very good and clear history. It is rare for 
you to have an oppurtunity to see an actual fit in a given patient. In view of this, you have 
to talk to the family members of the patient who have seen one or more fits. It is not wise 
to depend only on the information given by the patient. 


On talking to the relative, the history provided should include a description more or 
less as follows: 


“The attack or the fit occurs suddenly and this happens both at home, school or place 
of work. He falls down and loses his awareness of surroundings (unconsciousness). This 
is associated with a loud cry. The face is noted to be red and the eyeballs are rolled up. 
This is followed by a short period of a few seconds when his whole body becomes stiff. 
Soon he starts moving his hands, legs and rest of the body ina rhythmic manner (jerky 
movements). At this stage frothing of the mouth is also noted. At times he wets his 
clothes with urine. He does ot respond to what others are saying all this time. Gradually 
the jerky movements become less and the patient becomes completely silent and goes 
off to sleep. On waking up he is not aware of what has happened to him during the attack. 


Individual and community consequences: 


Epilepsy can affect persons of all ages. The fits of an individual can make him ae 
different to others and this can create difficulties and inferiority feelings. In al He 
general beliefs in the community about the disease being infectious or here itary ak 
create problems at work and marriage. During the fit he can get hurt and this tie 5s 
in severe disability. If the fit occurs in the middle of the road, or near water, or ; 


TRAINING IN MENTAL HEALTH FOR HEALTH WORKERS: 
SR nn Ee al 


MANAGEMENT OUTLINE FOR EPILEPSY: 
ES 


FAINTING ATTACKS 


With 
FEVER 


EPISODIC ABNORMAL 
BEHAVIOUR 


Without 


SUSPECT 
Fever ee 


EPILEPSY 


Check for 


Repeated attacks of unconsciousness 
Sudden fall to ground 

Wetting or soiling of clothes 

Jerky movements of limbs 

Staring blankly during attack 


Tongue bite 
Injury by fall 
Falling into water/fire 


PRESENT ABSENT 


CONFIRM 
EPILEPSY 


RULE OUT 


ABSENT 


Head injury 


Memory disturbance 


— 


Not controlled 
by4 weeks 


START TREATMENT 
FOLLOW UP 


REFER 
TO HOSPITAL 
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Mi oe vies _onfees or heights, it can be fatal. The importance of 
in decreasing harm to the individual, preventi i 
improving his social functioning. Babel te ridden se 


How is the patient brought to the health worker: 


It is possible that you are not seein is i 
g these patients at present. This is for two 

reasons—(i) people do not think of it as a health problem and (ii) your drug kit does not 
contain the needed medicine. Once you start educating the public and show willingness 
to help they will Start coming to you for the contro! of ‘fits’. In addition, you should think of 
underlying epilepsy when you see patients of:- 
i). Repeated burns and injuries. 
ii). Children with poor mental development—in some children with mental retardation 

(see MR section) there is associated epilepsy. 


iii). Abnormal behaviour of few minutes only, either with or following fits. 
iv). Poor school performance. 


In addition you may hear of a person who is taking treatment from traditional healers for 
being ‘possessed by evil spirits’. These persons can be having epilepsy. 


MANAGEMENT: 
Differentiation from Hysteria: 


You will be seeing other patients having attacks of fainting or anxiety which can be 
mistaken for epilepsy. The above fits occur due to emotional problems. 


In these patients the fits are different in the following points: 


No loss of consciousness. 

No injury. 

Lasts for more than five minutes. 

No soiling of clothes. 

Occurs only in the presence of others. 
Do not occur while sleeping. 


**£ * * Be 


These persons are also ill. They need emotional support and understanding. Talk to them 
and encourage them to see the doctor in the nearest hospital. See ‘Depression Section’ 
for guidelines to provide emotional support. 


Other situations for Referral: 


On seeing a patient for treatment of epilepsy, in two other conditions it is advisable 
to seek doctors advice before starting treatment. These are (i) if the fits have occured 
after a recent head injury, (ii) if there are associated memory disturbances. REFER TO 
HOSPITAL and follow up treatment as advised by the doctor. 


Help in acute attack 


Sometimes you may see a patient during the fit. Then it is best to make the person 
comfortable in a safe and open place. No crowd should gather around the person. Sharp 
and dangerous objects, if they are near the patient should be removed. Loosening his 


MH -( 
\7 36 
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clothes is another way of making the person comfortable. Put a rolled ae nee ne 
front teeth to prevent tongue bites, and turn the face to one side which wit ring ee 
secretion from the mouth. Do not put water or anything in the mout Edie The fit 
Similarly do not try to hold arms or legs when they are showing jerky ae as 
will usually last for 2 to 5 minutes and then the person will go to sleep. He may beco 
confused for about 30 minutes. Both these conditions will improve by themseves in a 


short time, usually within one hour. 


TREATMENT 
Following the diagnosis, patient has to be put on regular medication. 


The specific treatment for epilepsy is PHENOBARBITONE, tablets. These are small 
white tablets and they are available as 30 mg. and 60 mg. Your drug stock contains 60 mg. 
tablets only. 


The dosage of drug to be given is: 


O-1 year 15 mg. twice a day 
2-9 years 30 mg. twice a day 
10-16 years 60 mg. twice a day 
17 years and above 60 mg. thrice a day 


From the above chart, it is possible for you to plan the treatment of a particular 
patient. 

Generally it is better to start with half the recommended dosage and increase it to 
full dosage after two weeks. This avoids the occurrance of side effects. However if the 


patient is having very frequent attacks more than two per week, you should start with the 
full dosage for his age group. 


It takes generally about one month for the drugs to become fully effective. It is for this 
reason that you should see the patient atleast once a week during the first month. 


Side effects of drugs: 


Sometimes a few of the patients show side effects in the form of drowziness. If it is 
severe consult the doctor and decide the dosage according to his advice. 


Follow up: 


The total duration of treatment is about 3-5 years. It is desirable to continue the 
drugs for at least 3 years after the fits have stopped. 


With regular drug treatment in most of the patients the fits disappear completely. 


However in some they only become less frequent or less severe. For these patients drugs 
may need to be continued for life. 


The follow up schedule is advised as follows: 


Ist month of treatment Weekly 
1 to 3 months Fortnightly 
3 to 12 months Monthly 
More than 1 year Monthly 


In patients whose attacks (fits) are not fully controlled, more frequent visits are advisable 
to adjust the drugs and help with other problems. 
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¢ It is not advisable to give more than 2 weeks Supply of drugs 


¢ One other precaution to take is to kee 
p the drugs ina safe pl id i 
misused or accidentally swallowed by others. papineneres-macremp: 


Helping families to live with Epilepsy: 


When a persons is affected by convulsive disorder, his parents and family members 
become panicky and they search for a reason for the illness. Sometimes parents get too 
anxious and overprotective to the extent the child is made an invalid. Here arises the 
need for guidance and counselling to the parents in the management and rehabilitation 
of the epileptic patient. In the beginning parents of the patient will not be willing to accept 
the treatment. At this stage talk to them not once or twice but many times and try to make 
them realize that this is an illness and with treatment the patient will get better, you may 
encounter with the questions, whether he can get better, get rid of the fits, can work 
properly, is this disease infectious or contagious. In these cases, you can reply in an 
optimistic way that he can iead the life of a normal person after getting better with the 
control of fits by regular medication. 


Do’s and Don't for the patient and his family: 


Ask the patient and his/her family members to take reasonable precautions to 
ensure his safety if a seizure occurs, but these should not be too many so as to make the 
patient feel that he is different from others. High and dangerous places, where a fit might 
lead to a serious fall or injury, should be avoided. Bicycling in city streets should be 
avoided. It is always better not to handle moving machinery, sharp tools and to avoid 
swimming and going near fire. 


MENTAL RETARDATION 


DEFINITION: Mental retardation refers to subnormal general intellectual functioning 
which originates during the developmental period and is associated with impairment of 
either learning and social adjustment of maturation or both. 


INTRODUCTION: a a 
Persons with slowness or retardation in their mental growth and Capacities are 


called mentally retarded. They are also refered to as ‘slow developers’, ‘less intelligent’, 
‘innocent’ and ‘simple’. | 
Please look at your hand—all the fingers are not of the same size and shape. 
Similarly now look around you—all the persons are not of the same size, shape or skin 
colour. We accept these differences as part of the differences between persons. 


Similar to the above physical (external) differences, there are diferences in our 
mental abilities, that is in the Capacity to think, learn and understand and to solve 
problems. This capacity is also called ‘Intelligence’. The differences in this Capacity (or 
amount of intelligence) is the basis of classifying some persons as being ‘mentally 
retarded’. 


It is only those persons whose ability to learn and understand things is significantly 
less than the others from the same Social background, who are called retarded. A 
child/person who is retarded has Slow Maturation, Poor Learning Capacity and 
experience Difficulties in Social Adjustment. These are the most important 
characteristics of mental retardation. 


HOW COMMON Is IT? 


In every community, among 100 persons, about 3 persons belong to this category. 
Of these 3, one person will not even be able to care for himself and will be completely 


dependent on others. The other two will be only partially handicapped and dependent 
on others. 


Children with mental retardation are born in every Community, country and class 
group. Some of famous persons had brothers or sisters who were mentally retarded. An 


eM al is the sister of late President Kennedy of America, whose sister was mentally 
retarded. 


DEGREES OF MENTAL RETARDATION: 


| Children with mental retardation range from those who have only very minimal 
disability to those who are completely dependent on others for their basic needs. For 


MOD ERAN and guidance they can be divided iMMmaREE we 
MODERATE and SEVERE. " broad groups—MILD, 


MILD RETARDATION: . 


In these persons, the retardation is so lit 
of life. Broadly, they appear to be always behi 
years, aS Compared to others of their own ch 
age is about 50-70% of their age. More simp 
or a child of 10 years is like 6 years or 7 y 


tle that it May not be noticed in the early part 
ndin their development by about two to four 
ronological age. In other words their mental 
ly achild of 5 is more like that of three years 
ears old child in mental development. 


MODERATE RETARDATION: 


 ahbeaedaaall tle Winch Neer can grow up to take care of their daily needs like 
1g, : g and in addition stay away fr 

traffic. However, they are very poor in their iene de ou ana oe ee 
first few years of school. They are always behind others of their age in their sepa ; 
and their mental age is less than 50% of their real age. Thus a 10 year old child Sehuake 
like a 3 or 4 years old child requiring help with various needs of his However, as ae 
grow upto be adults they learn to take care of themselves, and can do simple thin ike 
washing, cleaning, helping in the kitchen or farm. ; ute 


SEVERE RETARDATION: 


Children with this degree of retardation require to be taken care of all through their 
life and they cannot prevent themselves from harming themselves. Some of them may 
be bedridden for the total life and need to be fed, washed and clothed. 


The guidelines for the recognition and management of the above three categories of 
persons are given in a later section. 


CAUSES OF MENTAL RETARDATION: 


The most frequent causes in the Indian situation are: 
* Nutritional deficiencies during pregnancy which affect the growth of child’s brain, 
* Malnutrition (poor nutrition) during the first two years of life, 
* Delayed or dificult labour causing damage to brain of child, most often a result of 
unassisted home delivery. 
* Infections, severe illness in the mother during pregnancy. 
* Fevers or illnesses causing unconsciousness and fits, 


* Head injury by falling or accidents, 


* Untreated repeated attacks of fits in childhood. 


Other causes are less common and are not preventable, like the above. 


AVOIDING MISDIAGNOSIS: (Mistakes in diagnosis) 
Generally it is not difficult to recognise retarded persons in community work. 
However, there are certain children, where other conditions may confuse the diagnosis. 


Some of the important groups to be differentiated are: 
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Children with SENSORY disturbances; This refers to those oe c's 
blindness, deafness or dumbness. These persons are not necessarily ce help 
though they may have associated retardation. The efforts to unre ee 
capacities irrespective of the sensory loss should be made and they = ou ‘ 

treated as ‘normal’ if there is no intellectual retardation. The importance ies in th ; 
type of training that will be given. A normal intelligent blind child can learn specia 
reading method while if he is also retarded mentally he may not be able to learn 


well. 

Children with SPECIFIC difficulties of learning: These children need to be seen by 
specialists for proper evaluation and guidance. Generally in these children, the 
delay in development is not uniform in all areas and they exhibit specific difficulties 
like writing or reading only.If the child shows some areas where heis completely like 
others of his age and some in which he is noticeably retarded REFER TO Hospital. 


iii. Children with severe physical illnesses like, those with physical handicaps as a 
result of an attack of polio or achronic illness like tuberculosis can sometimes be 
behind in their growth of mental faculties, but they catch up once the illness is over 
or other help is given to them for their disability. These children are not retarded, 
unless this is also present along with other problems. 


INDIVIDUAL AND COMMUNITY CONSEQUENCES: 


A retarded child/person is never going to be full; which in itself is a tragedy but the 
bigger tragedy is the burden and responsibility on the parents andthe family. Much of the 
effect on the individual and community will depend on the degree of retardation. Insome 
of the advanced countries vast sums of money are spent to provide institutional facilities 
for the retarded children. In India, where such facilities are very very limited, most of the 
care and support is provided by the family. The effect of a retarded person in poor 
families, in terms of the level of subsistence, the illness in the family members due to 
inceased responsiblity can be significant. 


Thus prevention of fresh cases of retardation and guidance to maximise the 
Capacities of the affected persons is very important from the national view point. 


RECOGNITION 


The features that help in the recognition of mentally retarded persons are different 
in different age groups as well as for the different degrees of severity of the retardation. 


O to 5 years: Usually parents notice the problem in this age group when ild i 
the chil 
moderate to severely retarded. The manifestations are delay in developmant thay 


usually sit up late, stand up at a later age, and gain contol of their hands and legs, for 
eating, walking later than other children. One of the commonest problems is the delay in 
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retardation will not be able to attend school. 


10 to 15 years: By this age group, those with ; 

dropped out of school. Those wilth mild PM. hele would have 
education and social life. In school poor learning leads to repeated f ili asp 
associated with disturbing behaviour in the class. At home, the emia and may be 
needing help in his school work, and his personal needs. In addition the ts ee 
not develop the social awareness regarding social talk and manners. Som pe: 
will not be able to take care of the needs like the monthly hygiene Boys ete phere 
ve controlled can get involved in petty thefts or other antisocial behavinne Sa ten 
eat are very easy to take advantage of and people consider them ‘innocent’ or 

The above guidelines are broad principles to assess the children in the communi 

However, it is possible to administer special tests to get a more accurate evaluation onthe 


abilities and limitations of the persons. REFERRAL details i 
section. are given at the end of this 


MANAGEMENT 


it is most important to recognise and remember that mental retardation is not an 
illness’ but a disorder in which there is’ limited mental ability’. Thus it is like short 
stature or not having a finger or being blind except that retardation affects the mental 
faculties. The main focus of management will be in assessing the degree of retardation 
and planning of activities to utilise maximally the capacities present. There is no ‘cure’ in 
the in the form of drugs, shock therapy, brain surgery or diet to make them normal. 


Management depends on the degree of mental retardation. 


SEVERE RETARDATION: 


These children will not be able to care for themselves or protect themselves from 
harmful situations. They will need constant care. The efforts here will be (i) to maintain 
good nutrition and cleanliness to prevent additional illnesses, (ii) to teach the parents 
how to care for the needs of the child, (iii) correct any physical disabilities to increase 
mobility of child, (iv) aim to teach them to care for themselves, like eating, washing, toilet 
care and putting on clothes, and (v) management of associated illnesses (e.g. epilepsy). In 
addition it will be important to help the family to realistically plan for the child’s needs. 
Sometimes in certain cases admission to a special school or institution will be needed. 


MODERATE RETARDATION: 


These children will be able to, with proper training, take care of their day to day 
needs. They will have difficulties in benefitting from formal schooling after the first two 
to three years. The efforts will be to (i) make them self sufficient in terms of the basic 
needs and (ii) to plan some vocational activity that is simple and repetitive. Some such 
activities are mat-making, canning of chairs, toy making, gardening, helping in kitchen 
work, manual work like washing clothes, cleaning in the house or packing things in bags. 
These above activities should be planned under supervision of an adult. In rural areas, 
some of the agricultural activities are best suited for this group. 
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MILD RETRDATION: 


These persons have the best chances in becoming independent with suitable 
training. Most of them will be able to complete 5th standard of schooling. They can also 
learn simple trades and work in semi-independent jobs. In agricultural societies, 
majority of these persons are fully accepted inthe routine work and do not form a burden 
on the family. Guidance to family to accept the limitations and to find a suitable 
occupation is the most imporant task. 


Guidance to Parents: Looking after a child with mental retardation and accepting that 
the child will never fulfil the hopes they have call for a lot of acceptance by parents and 
family members. In this process, the parents need help, guidance and support. Talk to 
them about their feelings, problems and accept their need for help. This can go a long 
way in the total management. . 


Training at home by parents can be the best way to help the child. However, these 
children needs to be trained by using greater and repeated efforts. Some of the ways by 
which parents can teach and train these children are by: 


i. teaching with love and affection, 
ii. teaching with repitition and. encouragement, 
iil. by rewarding desired activity, 


iv. converting activing to play, 

Vv doing things together with the child, 

vi. teaching activities in steps, 

Vil. being consistent in behaviour, 

vili. | teaching only what is practical and possible, 
ix. having a realistic plan of development, and 
xX. teaching by association. 


SPECIAL FACILITIES: 


Additional help can be obtained from two sources. For evaluation, Departments of 
Pediatrics and Psychiatry are the best. Psychologists by means of special tests can fully 


assess and provide guidance. The other facility isthe SPECIALSCHOOL (INSTITUTION) 
for such children, available in many towns. 


SELF HELP AND ASSESSMENT 
QUESTIONS 


ASSESSMENT FORM : ACUTE PSYCHOSES: 


After reading out the vignette on Acute Psychoses: 


Darshan Singh* is a 22 year old farmer. He used to talk to others with respect and 
courtesy. During the last two weeks he has shown changes in his behaviour. He has 
become extremely restless and runs about in the village. He at times throws stones at 
strangers for no good reason and abuses them. He is also known to tear away his clothes 
and undress in public. Sometimes he laughs and cries without reason and talks to 
himself. He says that he receives orders from God. Nowadays it is difficult to talk to him 
He reports that he hears voices that others cannot hear and see things other do not see. 
Whenever he is prevented from doing anything he gets angry and aggressive. These days 
he is also not sleeping well and on somedays he does not sleep at all for the whole night. 
(*Change to local name to suit your need). 


The following questons are asked to be replied: 


1. What do you think about this person/Normal?Not Normal/Do not know/Cannot say. 
if NOT Normal—Why do you think he is not normal? Give your reasons. 

What is the specific name for this problem? 

_In the community what are the popular names used for this problem? 

How serious is it? Slight/Severe 

What are the likely causes? 


oar wn 


_ During your work with the community, when will you suspect a person having this 
problem? 


7. What will be your action when you meet such a person? 

8 What advice will you give to the family about his care during the acute attack? 
9. How will you make sure of the diagnosis? 

10.What things will you check for/rule out before starting treatment? 

11.What type of help/treatment is needed for this problem? 


12.Do you know of any drugs by name which can be given for such problems? 
Yes/No 


if yes, specify (1) .........- CAPs cnstfeeentsiswe.- 
13.What would the usual daily dosage be? 
14.For how long would you give medicines? 


30 
15.What type of side effects can occur with the above drugs? 


16.After about three months of regular treatment what will be patient's condition? 


a. Completely well 
b. Slightly better 
c. Same 

d. Get worse 


17.After one year of treatment what will be patient’s condition? 


a. Completely well 
b. Slightly better 
c. Same 

d. Get worse 


18. Could such a person stay in the family? Yes/No 
If NO, what should be done? 
19.Is this illness hereditary? Yes/No 
20.Can such a person get married? Yes/No 
21.Can he carry on with his regular work? Yes/No 
22.Can marriage be a cure for such problems? Yes/No 
23.In a population of 5,000 how may such patients will be seen in an year? ......... 
24.What are the common community beliefs? 


25.Do you know of such type of patients in your area? 
Please give their names and addresses. 


26.Any other comments. 
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ASSESSMENT FORM : EPILEPSY 


After reading out the vignette on epilepsy: 


- Ravinder™ is a 10 year old boy. He began havin 
uring the fits he suddenly cries out and falls down 

| to the ground. For a 
body becomes stiff and limbs move jerkingly. During the fit pares elt - 
completely unconscious. Along with these he clenches his teeth and sometimes froth 
comes from the mouth. At times his clothes get wet with urine passed without hi 
control. The attack lasts for 2 to 4 minutes and then he regains consciousness These 


attacks occur with gaps of few days. Parents report that the b Be 
oy has becom 
and stubborn (*Change to local name). y ecome very irritable 


The following questions are asked to be replied: 


g fits when he was five years old. 


1. What do you think about this child? 
Normal/Not normal/ Do not know/Cannot say 
lf not normal, how is he not normal 
2. What is the specific name, if any, for this problem? 
3. What are the common signs and symptoms? 
4. How serious is the problem? Slight/Severe 
5. What could be the causes? 
6. What needs to be done for this child? 
7. What medicine do you know, which can be given for treatment of this problem? 


6-9 years 
10-15 years 
Above 15 years 


8. What is the usual duration of treatment for this problem? 
Satie days, ........ weeks, ........ Months, .......... years 


9. What is the usual time taken for the control of fits after starting treatment? 
baa tics days, ......... WeekS, ............. Months, ...........years 

10. How long should medicines be continued after the fits stop? 
Serie iass days, ......... WE@KS, ........... months, ...........years 

11.What is the importance of regular treatment? 

12.Is this problem contagious? Yes/No 

13.Is this problem hereditary? Yes/No 

14.Could such a person stay with the family? Yes/No 

15.Can such a person get married? Yes/No 

16.Can marriage cure this problem? Yes/No 


mM t-4 ~ (OO 
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17.Can he work like others? Will he have any problemss 


? 
18.Have you ever seen such type of persone 
‘Please give their names and addresses. 


; ; ie 
ulation of 5,000 how many such persons will you find at any one times 
i ; . . . wn 
mi a : fe you do if you see a person having the above type of fits? Write in your o 
20. at w 


words. 


medico friend circle 
[organization & bulletin office] 

\ 326, V Main, Ist Bloek 
Koramangala, Bangalore-560 034 
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ASSESSMENT FORM: DEPRESSION a 


After reading out the Vignette on Depression: 


Savitri* is a married woman of 40 years 
recently her family was very happy. She tte to eal A ak “gees mu 
very sociable. Since one week she feels sad and unhappy. She has nh dette. 
unable to cope up with the daily work at home. When asked about her fp oma ‘7. 
that she is very ill and gives various complaints and fears of some sie i can 
expresses feelings of hopelessness and at times feels that life is not vonth feing hb 
also feels that she has committeed many sins. Nothing seems to be capable of liftin 4 
depressed mood. She is not eating or sleeping well. Sometimes she is very ahah ‘d 
unable to sit in one place. Crying without any reason is present. She is also knowns 


have expressed suicidal ideas. Once she wa i 
: s saved from drowning (* 
) g (“substitute local 


The following questions are asked to be replied: 
1. What do you think about his person? 
Normal/abnormal/Do not know/Cannot say. 
If abnormal (give reasons). 
._What is the specific name for this condition? 
How serious is the condition? Slight/ Severe. 
_What could be the cause of this condition? 


_While working in the community, when will you think that a particular individual may 
be suffering from this problem? 


oP WN 


6. How will you confirm the diagnosis? 

7. What would you advise such a person? 

8. What is the best method of management of this type of patients? 

9. Under what conditions will you refer such patients to the hospital? 
10.Can you mention the names of the drugs given in the treatment of this problem? 

IMIG ietieceda 2040... 0 ee ee Duratign Aten: 

11.What side effects will you look for while giving these drugs? 
12. For how long will the treatment be continued? 

13.What other type of treatment can be useful for such patients? 

14.What can happen to such patients if they are not properly treated? 

15.What would you feel about this person staying in the family? 

16.What would you advise regular work? . 

17.Can marriage cure this illness? Yes/No 

18.What are the beliefs in your community regarding this problem? 

19.In a population of 5,000 how many such person will be present at any one time? 
20. Any other information you know about this problem? 


21.Have you seen/known any patients currently ill in your area of work? 
Please give their names and addresses? 


34 
ASSESSMENT FORM : MENTAL RETARDATION 


After reading out the vignette on mental retardation: } | 

Raj Kumar™ is the only son of his parents. He is 13 years of age. BP Snot oe 
be not good at learning at school or at home. His parents sent him to schoo EB ovgS 
children but he could not learn there. He failed three times in the first standar 38 
could not proceed beyond the second class. For the last three years he sits wit ue 
father in the shop but he is not even able to handle money. Generally seal ps ta ‘ 
advantage of him. His parents are worried about his future. (*Substitute local name). 


The following questions are asked to be replied: 
_What do you think of this child? 
Normal/Not normal/Do not know/Cannot say 


— 


If abnormal: 


.Why do you consider this child being not normal? 
Give your reason. 


Nh 


3. What is the specific name for this problem? 

4. How serious do you consider it? Slight/Severe 

5. What could be the cause of this problem? 

6. While working in the community when will you suspect a child is having this 


problem? 
7. How will you confirm the diagnosis? 
8. Can you name other physical conditions that can present in a similar manner? 
9. What factors will you take into account while giving advice to the family. 
10.What advice will you give to the family? 
11.What drug will you advise for improvement of his mental functioning? 
12.What are the commonly associated physical problems in such children? 
13.What will he be like after 5 years? 


a. Will become normal (like others of his age) 
b. Remain the same (slower than others of his age) 


c. Get worse 

d. Do not know. 
14.When will you (under what conditions) refer such a child to the hospital? 
15.What would you advise regarding his staying in the family? 
16.What advice would you give regarding his marriage when he grows up? 


17.a. Can he work normally when he comes an adult? Yes/No 
b. If not, what type of problems can he have? 
c. What would you advise the family members regarding his work? 


18.In a population of 5,000, how many such persons will you find? 
19.1n what different categories (degrees) can this problem be classified? 
20.What are the available methods for the prevention of this problem? 
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21.Can this condition be hereditary? 


22.What are the common beliefs in your community about this problem? 
23. Any other information you know about this problem? 


24. Please give below the names of persons known to be having this problem in your 
area of work? 


HEALTH EDUCATION MATERIAL 
(ENGLISH AND HINDI) 


Severe Mental Disorders 


It is generally believed that mental disorders are not common in the community, 
especially in the rural community. It is also felt that there is no specific and effective 
treatment for their management. Both of these beliefs are not correct. At any one time, 
about 1% (one in hundred) of the population are suffering from severe mental disorders. 
In regard to treatment, there are available a number of medicines and other treatments 
which are specific and effective in their treatment. 


What do people think about mental disorders 


It is a general belief that mental disorders are not illnesses and they have more 
relation with the supernatural forces. They are attributed to supernatural phenomenon 
like ill-will of Gods’ and ‘visitation of evil spirits’. As a result ill persons are commonly 
taken to religious healers/magicians instead of docotors. It is also felt that there are no 
Medical treatments for mental disorders. 


It is important to recognize that with the present state of knowledge, mental 
disorders are similar to other physical problems and ill persons can recover from them as 
much as from other physical problems. As in the case of physical problems, there are 
different degrees of disorder and the outcome with treatment varies with the severity 
and type of problem. 


Recognition of Mental Disorders 


Like other illnesses mental disorders can be recognized by some characteristics. Ifa 
person has chills and fever, he is thought to have malaria. In the case of mental 
disorders, any of the following can indicate as to its presence. 


* Not getting sleep for more than 7 days without any specific reason 

Not bothering about personal hygiene like bathing and dressing properly 
Sitting alone and not taking interest in the surroundings 

¢ Talking to oneself or talking irrelevantly 

Seeing ‘visions’ of ghosts, frightening anmals 

¢ Hearing ‘voices’ not heard by others 

e¢ Excessive degree of Suspiciousness 


¢ Overactivity and excitement leadin 


g to disturbance of others without any specific 
purpose, 


Remaining sad and feeling hopeless about the future without reason 
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¢ Talking about or attempting suicide 


* Not working or taking care of day to day responsibilities 


Presence of any of these can be a manifestation or begin; 

| : €gining of mental disorder. The 
most important feature is the feeling that the person has ‘chan i ivi 
edf tas 
in a world of his own’. - aaeetet ‘ving 


There are other mental disorders of which ‘fits of unconsciousness’ is the most 
important. This condition is called epilepsy. In this during a fit, the affected person 
suddenly becomes unconscious, his eye balls are rolled up, his arms and legs show jerky 
movement. In these attacks, he may bite his tongue or pass urine in his clothes. He also 
can get hurt by the fal! or he may fall into water or fire. 


This condition can also be treated and the fits controlled by taking of regular drugs. 


Facilities for treatment of the mentally ill 


In our country, there are two types of treating facilities for the above problem, One 
type, is called the mental hospitals which only treat such patients. The other type of 


facilities are the general hospital units treating mental disorders called psychiatry 
departments. Most big hospitals have such units. 


Treatment 


There are number of treatment, available for management of mentally ill persons. Of 
these, medicines, electric treatment and talking with the person are the most 
important. When problems are arising from difficulties in family life, talking alone will 


be enough. For more serious problems, giving specific medicines for few months will be 
needed. 


It is important that the treatment is taken as advised and not stopped in between. 
With proper treatment, the i!l person will be able to return to normal life. 


fzarft war & art A waar 
marae wT war & are art gas are H aa araa F? | 
feantt fantat & art & ears arco ae Oe oft ad & fee ara die a om ata 2 fe aT 
fount faartt aaa aH atdt 2 ate cae ca ate ara cor Hh aah 21 atest Fe ATCT TAT C 
aaite ax Sor ax ane A atta-atta az at & oe tar oof fret ore fareraet Arata AT eT, SIT 
za sae fara & fau ft fot 30 are FH ae The faa aT el 


aq aad a amafae aah at ar a aaa at sae wax aad Zi aA ana & fe 
S4t-aaarat Ht area a ae area B wara B der aren @, satay ta ht a eM seat F TATA 
AVEC AIS-4E ECA ara SF TAT A TAF aH THA z fey Sea AE STAC Toa TCT S| HT AAT 
% ae ue at 2 ihe ofits ar Ft ae A sett gars 4 Se at AeT 2! 


feartt wit at cea | 
are ft draft wo aait & ary are ate zl Sat ane Pact at aca a aa gar ae at eH 


wea & fe sa Helfer at sae 21 Sel TaTZ are ara fret & A we ara ot fret 2, a at aac 2 fe 
wa feanit a7 at:- 


ie) 
e2) 
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anata aterat ate aferat SAT 
aa xara fe A AT ved at at saat At sac gare vor aie 


arate & AT At Fears Pasi S ara S et ae 21 aA oat sae eter St Aa ze, TAT 
aa SI ae weet, arg aA aT TZ, Ha-Ha He SF aT are S aT SAT ST Se TTT Z, 
ait east F tera frea ora 21 a at a Hoe Oe aT am 4 fear Ate AH MT aed zl 
artes wit at fart wet-wet eta F 
aratae Ufrat & fre sat Sar F at ate S Aegarea f—-Us a ae frees Heat Hota Hed F, TA 
amaat at feart traf ar retaret | ate aT ae META Tet aes Sracat & ara-arg fear 
ant & gaat & fo wt us faa aa 2 Wa aecae ara ait corset F Wa oa FI 


sat 
feartt atenfarat a fear ter at ara & site era Ht Shfeat Hr axe & ax fear drafeat at 
weal Gear wt coat are we feat wa at Ste ata Ft aesraa wer att Zz 
feartt trad & gars F aaa at ara at aos St aaa Ga at Aaa Se SH SCAT? | 
Fed eat SA at adh 21 


sorst fret ft rete at et cet TI Taga HAT aT AfEU | Steet Sl Aas WT A A aa AT 
H dt cae are SC Bal Gaels et aed Zz 


o we frat am wae dle 7 ATT 

o @a-Wa, aeM-ata a fet 7 FCAT 

o waa a3 cer itt feet A ad A FCT 

o az vat aa ee Tt cad Ht aaa AT AT 

o atat drt feare eat 

o warm aa 2a wate areca ate Ht a at 

o mrt ar a aad Fed TT | 

o 2 Haaa HI ye GoM (Aa fH att AA Ter SAT aed ¢ aie) 
1) 


ag 


<a , le 


EPILEPSY (fits) 


It is a general belief that epilepsy i in vi 
y is not common in villages. Another wr ief i 
. . - . ° on 
that there is no specific and effective treatment for epilepsy. Both these beliefs aeeict is 
and baseless. Because in every community, nearly one out of hundred persons s 


suffering from epilepsy. Further, medicines are avai 
; : vailable at presen iti 
and fully control the fits. 2 Note” 


Generally people think of ‘fit’ as being caused by super 
entering of a ghost or ill will of the gods. This leads meanlete a ate led 
instead of taking such a patient to a doctor. It is also thought that there is no need for 
treatment for an epileptic patient. But in fact, this is a nervous disorder, Brain 
Disturbance, which can be treated with medicines like other physical illnesses. 


Recognition of Epilepsy 


Human body continuously adapts to changes in the outside and inside environment. 
For example, when the outside temperature becomes very cold, we start shivering. The 
purpose of this shivering is to increase the body temperature. Similarly when there is 
‘malaria fever’ the shivering is more intense at the height of fever which helps to bring 
down the temperature by producing sweating. Epileptic fits are produced by disturbance 
in the brain when there is sudden discharge of electric activity. This is similar to the 
lightening in the sky. The signs of an epileptic fit are as follows: 


e Sudden loss of consciousness 

e Falling down to the ground 

e Stiffness of the body 

© Followed by jerky movements of hands and legs 
e Staring blankly 

e Wetting or soiling of clothes 

® Bleeding from the mouth due to tongue bite 


Fits can occur at any place or time. The patient can hurt himself if it occurs near fire or 
water, in the middle of the road or in a dangerous situaton. 


Help in Acute Attack 


Sometimes you may see a parient during the fit. Then it is best to make the person 
confortable in a safe and open place. No crowd should gather around the person. Sharp 
and dangerous objects, if they are near the patient should be removed. Loosening his 
clothes is another way of making the person comfortable. Put a rolled cloth between the 
front teeth to prevent tongue bites, and turn the face to one side which will bring out the 
secretions from the mouth. Do not pour water or anything in the mouth during the fit. 
Similarly do not try to hold arms or legs when they are showing jerky movements. The fit 
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ill usually last for 2-5 minutes and then the person will go to sleep. He may become 
antes for about 30 minutes. Both these conditions will improve by themselves in a 


short time, usually within one hour. 


Treatment 


Epileptic fits can be controlled by allopathic medicine. The drugs are Bey: and 
effective. The cheapest drug costs less then two rupees (Rs. 2)a month. Generally fits are 
controlled within 3 months after starting the medicine, but the treatment should be 
continued for at least three years after the last fit. This will reduce the chances of getting 
fits for rest of life. It is not adviseabie to stop taking drugs without consu!ting the doctor. 


tril & are A wraardt 
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Bt Bae Sl ae aT sas ait 
aT stat H He S emf Sa sw we, TAH He a oa aeH a Mz fra ga aa aT ret 
Tem | FAS IIS HTC ET FA RT et at Saat gor aes, aah hates chara hha S ug a art wa 
Stet He att st aT Aa TES | ae Se HS at-are fae F set ag @a aT | at & ae a at 


wes AT oa & aT ee ea-oewe frre & fore wa aT AeA BUT | We stat etera wera wH-sd 
ae Ff are at wed eI 


sara 


farit & ate sraedt Sarat a sre at art 2 We FAT TAT AEA st Haare Star 21) HE AAA A 

at oma a Ht ae ad orm 21 ote da we S oe AR ee TAF ated fax aff 
aateret ate S Me HH HH AT ATet TH TAH TATE MRT eee fee Pras frratt at fine aeatt att ged 
at Aearaal SA at wet 21 sree HI Aes & fat card are vet aot ater 


DEPRESSION 


‘s life different events occur, some are routine part of life like travel, 
eanneetataving parents or home, childbirth, marriage and taking up a as io 
There are others which are disturbing to the person like an illness, accident or ae 
loss or death of a relative. Most of us take a short period (few days to weeks) to adjust to 
the disturbing events. Generally the more significant the event (change), the more 
intense the reaction and longer the duration of adjustment. 


The emotional reaction to unpleasant events is a feeling of tiredness, lethargy, lack 
of appetite, sleep disturbance and decreased interest in the routine activities of life. 
These are referred to as depressive symptoms. Generally, these are shortlasting and 
with the support of family and passage of time these disappear and the affected person 
returns to a normal life. 


At times, some persons complain of the depressive symptoms when there is no 
stressful event or where the stress is insignificant and this is disabling to the person. It 
also begins to interfere with the day to day life of the person. Such persons are suffering 
from depressive illness or Depression. 


The characteristics of depressive illness are: 


¢ feeling of sadness 

e sleep disturbance 

e lack of interest of work and family 
* crying without reason 

* poor appetite and constipation 


On talking to such persons, they are found to talk very slowly, show disinterest and 


express unnecessary worries. He may feel so hopeless that he feels that it is better to die 
than live. 


Treatment: It is important to treat such persons, as depression causes (i) suffering to the 


affected person (ii) loss of work output and (iii) sometimes these persons commit suicide 
and end their life. 


Depressive illness can be ‘cured’ with proper treatment. The treatment is usually 
with drugs. The cost of one month's treatment is only about Rs. 10/-. Drugs should be 
taken regularly for atleast 3 months. Sometimes, doctors treat them with shock 
treatment, when the illness is very acute. Both the drugs and shock treatment do not 


cause any permanent damage. Once the person is recovered he is like any other normal 
person. 
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medico friend circle 
[organization & bulletin office] 
326, V Main, Ist Bloek 
Koramangala, Bangalore-560 034 


Mental Retardation 


Persons with retardation or slowness in their mental growth and capacities are 
called mentally handicapped or mentally retarded. They are also referred to as slow 
developers’, ‘less intelligent’ or ‘innocent’. The following are some facts about this 


condition. See 
: f same size and shape. Simillarly loo 
Look at your hand: All the fingers are not of 
around you all the persons are not of the same height, shape or colour. We accept these 
differences as part of the differences between persons. 


Similar to the above physical (external) differences there are differences in our 
mental abilities—that is, in the capacity to think, learn and understand new things and to 
solve problems. This capacity is also called ‘Intelligence’. The differences in this capacity 
(or amount of intelligence) is the basis of classifying some persons as being mentally 
retarded. 


It is only persons whose ability to learn and understand things is significantly less 
than others from the same social background, who are called retarded. A child/person 
who is mentally retarded has slow maturation, poor learning capacity and 
experiences difficulties in social adjustment. 


How common is it? In every 100 population, about 3 persons belong to this 
category. Of these, one person will not be able to care for himself and is thus dependent 
on other fully while others will be only partialy handicapped. 


Degress of Mental Retardation: Broadly there are three groups—mild, moderate 
and severe. A person with mild retardation will be generally a few years behind in 
learning and development compared to those of his age but will be able to take care of 
himself and learn some simple trades. Moderately retarded persons will have only the 
ability to take care of their basic needs and not engage in any trade, though may be able to 
do simple things like cleaning, washing or packing things. Severely retarded persons 
need help for their day to day basic needs like feeding, clothing and washing. 


Causes of Mental Retaradation: 


The most frequent causes in the Indian Situation are the following: 


Nutritional deficiencies during pregnancy 
malnutrition during the first 2 years of life 
¢ delayed or difficult labour 


infections of brain and severe illness in childhood 


head injury by falling or accident. 
* untreated epileptic fits 


In addition, sometimes they are due to other less understood causes. 
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Managment 


It is most important to remembe 
disorder with ‘limited mental capacity’ 


The major effort will be to repeatedly and patiently train the 
things from eating, taking care of his personal hygiene to talking 
tasks and trades. An approach of realistic optimism is what i 
management. 

Social facilites 

Help can be obtained from two sources for evaluation. De 
and Pediatrics are the besi places. Psychologists by special tes 
the level of retardation and guide the parents. The other facilit 
such children. 


Person to learn various 


partment of Psychiatry 
ts will be able to evaluate 
y is the special school for 


We ale S at F ward 
TAA Te ait Haas et we shard ara ax dors & farw ae ae aA we a | waa asa ae 
wrt wet & fe qe-afe us een 2, anh af 21 


A SHE aT Ft Tat Safa saat ae 2 0a St aa tr use aa aH aa are Soret etfyrare 
aa @, ae ea | Aad a aaaa at ofa aad ue Hh ast at forrett Great st aret Ft otha 
arm att F eH att & saat Hale S cit wed 21 Marea, wa aazet anfy art @ arate ox at 
sare Tard F1 

eX 100 4 4 2-3 04 arett fre areata acafs S at, oe aa 2.3 Fa TET Ue cate Oe aT 
fret wat sat at ea at 


We ate at wea 
ae a ret arotee ate a ot art seat & orem feat 21 anvite, ater F afren, 
eth a or aft ete Ferarah BO eat at arerhy 8 egery ae RL Go Hwee Pres 
Harel seal Aa Aca aed Atal ez) at aartt a ta ae ow He vad wa FI 


aT: Fests S AM HZ Ate S Ald F TA fH:— 


j ! & (ara we Feet 
te F ata & Ta A at ale art 4 oT Tact aT at Ae ae a frat 
eR ech oink Ha ere ont & A sree te we Bahk Prat Hath a eT A 


asa fer etd ata wrer afyeat at A at at amd a sae fea oe Wat TS aT ZI 

aon tar att & are aren 2 A fe—aaea fae ae Ale TAT, Fed AT TSN HT, FATA A 
ae aap a fraa ate 

amt tet arate oe azatg & aA arm Fi 
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